It seems to me that over time, the approach to public health has become dangerously atomistic. Seldom do we look at the complete individual and ask the question, "What are this person's needs to achieve his/her health potential?" Rather, our interventions tend to focus on the most pressing health concerns, then deal separately with related factors such as housing, medical care, nutrition, substance abuse, education, and poverty, as if these were all independent from one another. Individual concerns are often identified by persons with specific, even disparate, job duties. I don't know what led to this condition. More than likely it simply evolved. It could have been a matter of following the funding, which has a tendency to concentrate on discrete, definable issues, or perhaps it was encouraged by the explosion of information, making it simply too burdensome to keep up with all the relevant facts. Whatever the causes, it is highly doubtful this condition was the intended outcome of a thought-out plan. The result is that when the street person ends up in the emergency department of the local hospital with a gunshot wound, the surgeon is called in to heal the specific wound, and the police are summoned to address the specific circumstances that immediately led to the shooting. Never mind that the patient's mental health, legal assistance, substance abuse counseling, joblessness, education, medical care, and other relevant needs are left addressed. Never mind that the single largest predictor of ending up in the ED is having been there before.
Would we approach other problems in such a segregated fashion? Most people wouldn't consider repairing the damaged fender of their car without giving some thought to addressing the problem of the worn-out brakes as well. This entire special issue is dedicated to the notion of integrating public health research and practice whenever and however it can be done. Contributors to this issue share the challenges of coordinating policy and programs across operational, logistic, cultural, funding, disciplinary, and geo-graphic borders. Their successes-and failures-are a valuable lesson to all of us in public health. It would be quite an achievement if we could learn to ask, "What are this person's needs?" rather than merely, "How do we stop their bleeding?"
A couple of new and significant changes appear in this issue. First, our masthead reflects a new publisher: Elsevier, the worldwide multimedia publisher of scientific, technical, and health information products. We have had a good run with Oxford University Press, which worked with us through the growth and changes of the past five years. But change continues, and we're very excited about our new relationship with Elsevier. Being counted among their large and prestigious repertoire of public health publications has all of us at PHR looking forward to the future.
In this issue, we're also looking backward. You'll enjoy the first installment of our reintroduced history column, Public Health Chronicles. This column will be edited by David Rosner, Director of the Center for the History and Ethics of Public Health at Columbia University, Mailman School of Public Health. I don't know what it is about history that is so fascinating. Is it that we want to have a chance to relive the past? Perhaps we like to ask ourselves how we would have measured up faced with the same circumstances? Maybe we look to the past to find the connections and lessons that apply to our contemporary quandaries. I'm not sure. But I do know that it's hard for us to get enough of it. In the inaugural column, Kathryn Stephenson, MPH, recounts the 1858 burning of the New York Marine Hospital (the nation's largest quarantine hospital at the time) by a mob of local villagers. It's an absolutely captivating bit of public health history with stark connections to current times.
With this issue, PHR marks its 126th year of continuous publication. We have many more new things in store this year and in the years to come, and we look forward to sharing them with you.
